4 Melhorne OK, Gross S, Newman AJ: Acute childhood leukaemia presenting as aplastic anemia: the response to corticosteroids. J Pediatr 1970; 77:647-52 Hydatid disease can present in unexpected situations which may make diagnosis difficult '<". In many such cases a high index of suspicion is necessary to explain unusual clinical findings. In the case now reported, a primary retroperitoneal hydatid cyst caused bladder neck obstruction.
Case report
The patient, a man aged 22,was referred to St Woolos Hospital, Newport, with a 9-month history of acute on chronic retention of urine. Just prior to his admission he had been treated at another hospital by suprapubic catheterization following failed urethral attempts. Cystoscopy at that time was normal and removal of the catheter precipitated another episode of retention. Clinical examination revealed an enlarged, nontender bladder in the presence of a normal neurological examination. Haematologically there was a microcytic anaemia, and on one occasion an eosinophilia of 15%. Biochemically both urea and creatinine were elevated at 20 mmol/l and 444Jllllol/l respectively. Treatment consisted of suprapubic catheterization, which was followed by discharge of pus via the catheter and the passage of urine normally per urethra. Bacteriological examination of pus showed no bacteria or parasites.
Intravenous urography demonstrated bilateral hydronephrosis and hydroureter with a soft tissue mass above the bladder. A sinogram via the suprapubic catheter, and low abdominal ultrasound, showed a cystic mass above the bladder and anterior to the rectum. Cystoscopy confirmed that the cath-eter had transfixed both anterior and posterior walls of the bladder to lie in this soft cystic mass. Large and small bowel barium studies were normal. Following removal of the catheter the patient was discharged home and resisted further admission because of his impending marriage.
Six months later, following outpatient review, his general practitioner informed us of a family and domestic history of hydatid disease. Hydatid serology was negative and abdominal CT scanning confirmed the continued presence of a 6 em cystic lesion with a complex internal architecture lying behind the bladder (Figure 1) .
The patient presented again in early 1985 with a further episode of retention of urine and a palpable mass per rectum. Treatment consisted of urethral catheterization followed by examination under anaesthesia and cystoscopy. Pus then discharged via the catheter and cystoscopy revealed the large defect in the posterior wall of the bladder, above the interureteric bar. A cystogram later showed the presence of a tubular filling defect which was thought to be a foreign body (Figure 2) .
Repeat cystoscopy demonstrated an amorphous structure in the bladder which was removed by cystotomy and found to be a laminated cystic structure. The defect in the posterior bladder wall was closed in tests for hydatid disease remained negative, probably as a result of the secondary infection.
The treatment of the disease in these cases, as with all cases of solitary hydatid cyst, is surgical removal. This has been accomplished and the cyst completely removed, though somewhat unconventionally due to its extrusion into the bladder. Burg 1966; 38:241-54 (Accepted 14 March 1986) 't't: two layers. Histological examination confirmed this structure to be a cyst with a laminated wall consistent with a hydatid cyst, but with no visible parasites or hooklets present. Per-rectal and per-urethral ultrasound showed a residual cavity situated above the seminal vesicles and prostate (Figure 3) .
The patient has subsequently been discharged home and continues to do well. A recent differential white cell count was normal.
Discussion
Primary retroperitoneal hydatid cyst is extremely rare, especially when presenting as bladder neck obstructlorr':". It is more common to find hydatid cysts in this location as the result of rupture or leakage following surgical removal of a hepatic cyst". Some authors maintain that all extrarenal involvement of the urinary tract is secondary in origin5.6.
Hydatid disease affecting various pelvic organs, including seminal vesicles and prostate, has been reportedI. The use of both transrectal and transurethral ultrasound has excluded these possibilities in this case and will obviously aid in the diagnosis of similar problems in the future.
Diagnosis was undoubtedly aided by a high degree of suspicion, and impaired because the serological Recent reports on the use of albendazole in the treatment of hydatid disease (hydatidosis; echinococcosis) have been ancouragingv", Albendazole is better absorbed than mebandazole", but the problem of assessing the results of chemotherapy remains", We report a patient treated with albendazole for abdominal and pelvic hydatid disease, who illustrates this problem.
Case report
A 21-year-old woman from the Isle of Lewis who complained of dysmenorrhoea was found on physical examination to have bilateral ovarian cysts. At operation, a large multilocular cyst was found on the right ovary and a smaller one on the left. The multilocular cyst ruptured, a right salpingo-oophorectomy was performed and part of the cyst wall was left behind. Subsequent histology showed this cyst to be a typical hydatid with daughter cysts. The left cyst, which proved to be a dermoid tumour, was excised, and she was referred to the Hospital for Tropical Diseases for further treatment.
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